Introduction
Postoperative restlessness always deserves careful consideration. It may be due to one or more of a variety of causes. Common causes include increased afferent input to the brain from the pain of surgery, or from other discomforts such as a full bladder, a tight wound dressing or an infusion that has tissued. This, combined with cerebral depression due to the drugs used during anesthesia, may prevent a rational or useful response by the patient, resulting in agitation and restlessness. It may also be due to cerebral confusion due to drugs, cerebral hypoxia or to lack of orientation due to unfamiliar surroundings, e.g. eyes being bandaged or ears covered.
Agitation in the postoperative period may be a result of inability to co-ordinate movements properly due to the residual effects of neuromuscular blocking agents. 
Materials and methods

Discussion
Before making the easy and most likely diagnosis that the cause of the restlessness is the pain of surgery and necessitates administration of an opiate drug, it is essential to be quite certain that there is no element of hypoxia, airway obstruction or hypovolaemia. To give an opiate to a patient who is hypoxic or hypovolaemic postoperatively may reduce the restlessness but it will dangerously increase the hypoxia and may worsen hypotension. There is little doubt that the administration of opiates to patients with postoperative hypoxia or hypovolaemia, especially if due to hemorrhage, in the belief that their restlessness was due to pain has caused patient deaths. A pulse oximeter is useful in making the diagnosis of hypoxia but unfortunately oxygen saturations less than 98 percent are common in the postoperative period and do not necessarily indicate respiratory depression. In the presence of pain, ventilation is often increased and vasoconstriction may occur, making pulse-oxymeter readings difficult to interpret. However, should the oxygen saturation fall below 90 percent following an opiate, the patient should be carefully monitored and given added inspired oxygen. It may become necessary to administer naloxone to reverse the action of the opiate drug. This is often associated with a return of pain.
Usually the diagnosis of postoperative hypoxia will be made on clinical grounds laboured, obstructed breathing, tracheal tug, poor respiratory excursion and low tidal volume and a failure to breath deeply on command. The colour of the patient may indicate hypoxia but as most post-operative patients, and especially those who are restless, will be receiving oxygen supplementation, hypoventilation and respiratory obstruction may not produce significant desaturation. The pulse, blood pressure, skin perfusion and temperature may indicate hypovolaemia which is often associated with concealed blood loss in the postoperative phase.
Restlessness due to drugs, especially if combined with a disorientating experience, such as waking up with eyes bandaged or nasal passages obstructed, may occur, especially in the elderly. In these patients further depressant drugs merely delay their recovery. The treatment should be symptomatic to prevent patients from hurting themselves whilst an explanation of their condition is repeated in an effort to orientate them Postoperative confusion due to drug withdrawal or in an alcoholic does not usually manifest itself until 12h after the procedure.
Restlessness due to incomplete reversal of neuromuscular blockade can be detected using a nerve stimulator. Clinically restlessness is associated with jerky uncoordinated movements, the use of the frontalis muscles to open the eyes and the inability to raise the head off the pillow for 30s. This cause of postoperative restlessness should be managed. When all other causes of restlessness have been eliminated it is reasonable to conclude that the agitation is due to pain. Before an opiate is administered it should be determined that the pain is from the operative site and is not a warning sign of some imminent surgical complication such as bleeding into a tissue space, too tight a bandage or swelling of a limb encased in plaster. The patient's bladder should be percussed and felt to make sure that a full bladder in not the reason for agitation. Only when one is confident that pain due to the operative wound is the cause of the patient's restlessness should a postoperative analgesic be administered.
If an opiate analgesic is chosen, the dose administered should be adequate to control the patient's pain but not to cause undue respiratory depression in the unstable postoperative period. The dose may be difficult to predict and therefore the common practice of prescribing postoperative medication before the operation is be deprecated. If there is doubt as to the does of analgesic it is reasonable to administer it in divided doses intravenously, waiting 3-5 min between doses to observe the effectiveness of the analgesia and the degree of respiratory depression produced.
Conclusion
Post operative restlessness of any cause & of any groups demands careful attention. 
